
THIRTY-SECOND ANNUAL MEETING OF
THE AMERICAN ORTHOPEDIC ASSO-
CIATION.

Army Medical School, Washington, D.C.,
April 22-23, 1918.

orthopedic war hospitals, their require-
ments and equipment.

LiEUT.-Col. Clarence L. Starr, R.A.M.C,
gave an address on "Orthopedic War Hos-
pitals, Their Requirements and Equipment."
These organizations, he said, should be
termed "orthopedic," not "reconstruction"
centers. Treatment of fractures involved con-
sideration of many important points: first,
fractures with solid union should never be op-
erated on, even when shortening occurred ;
second, fractures with infection should not be
united, even if 6 months had elapsed since in-
jury,\p=m-\the presence of streptococci had been
demonstrated half a year later; third, the sliding
graft had not been found successful,\p=m-\the autog-
enous graft from the tibia being the most sat-
isfactory; fourth, no suppurating fracture
should be united. In regard to operations upon
nerves, no one could, as yet, speak with author-
ity on these injuries. It could be said, how-
ever, that if careful examination of the nerve

lesion, and testing the galvanic, electric
and protopathic response, gave no result,
extirpation was indicated. A frequent mistako
was to try to suture the nerve when the
function of adjacent muscles was destroyed.
In the diagnosis of stiff cartilage the surgeon
should be guided by the orthopedic surgeon.
Sixty per cent, of these cases were wrongly
diagnosed and were made worse by operation.
Histories of this kind were unreliable, as one

patient was apt to suggest the idea to another
who could deceive the surgeon. In regard to
tendon transplantation, the successes following
this treatment in the arm were marvelous, but
not in the leg on account of the weight-bearing
function of the latter. In regard to manufac-
ture of artificial limbs : in Canada this was un-

der government control, which eliminated com-

mercial speculation and competition, and as-

sured a standardization of articles manufac-
tured. It was found also that an orthopedic
hospital, connected with a general hospital, was

satisfactory, as it enabled orthopedic surgeons

and neurologists to cooperate. The adminis-
trative work of both was combined, to secure

economic results. One inspector supervised
both hospitals. One assistant surgeon cared
for 500 patients, with one junior surgeon and
anesthetist to each 100 patients. Functional
cases were sent to the orthopedic surgeon for
diagnosis and to detect malingering. It was

found a mistake to put an orthopedic surgeon  

in a general hospital, as his work was side-
tracked. His services could be put to good use
in the clearing station behind the lines, to treat
joint lesions. In the post-operative treatment
of the wounded, massage, electro- and hydro-
therapy had a useful place. The gymnasium
was a very active part of the whole scheme.
Games were found to effect the patient's
cure, unconsciously; while the curative work-
shops tended to raise greatly the morale of the
patient. This branch of the treatment bridged
the gap between hospital and civil life. The
men were employed on artificial limb making,
machine shop work, boot and clothing work.
For this work the men were allowed to wear

uniform; the hospital "blue" being used
simply to discipline a refractory patient. Pro-
longed hospitalization and the hospital blue
had a depressing effect, and the use of the uni-
form and the sense of accomplishment went far
to restore confidence to the wounded man and
to enable him to return to useful citizenship.

Captain F. C. Kidner, M.R.C., A.E.F., gave
a brief description of the work in Hyde Park,
London, at St. Katharine's Lodge, a beau-
ful roomy house, with spacious grounds, loaned
to the British Government by Mr. Solomon of
New York. This hospital, although used for
British soldiers, was under the American Red
Cross. It contained 50 officers' beds, and there
was always a long waiting list. The American
Red Cross had entire supervision, except as re-

gards disability decisions. The patients proved
very willing and anxious to carry out treat-
ment. The masseur employed was a blind sol-
dier who had become expert at this work. This
gift of Mr. Solomon, by placing English officers
under control of an American staff, was serv-

ing as a most efficient link in the promotion of
good understanding between the two great
English-speaking nations.

discussion, col. starr's paper.

Major J. A. Hornsby said that in the civil
hospitals in this country the unanimous conclu-
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sion had been reached that when the patient
entered the hospital he was entitled to treat-
ment for whatever might ail him. If any
complications arose in his condition he should
receive treatment for the same. The hospital,
therefore, had to be a general hospital. To
him, Major Hornsby said, it was unthinkable
that a patient with an eye condition should
ha ve to he moved to an eye hospital ; yet that
very thing was occurring lately in the large
cities in this country. He knew of a case that
developed pneumonia; the patient had to be
moved because he could not be treated in the
general hospital. In the new field upon which
they were now embarking, it would be found
necessary to change this phase of the question.
At first, when it was decided necessary to create
an army, it was decided to take only able-
bodied men. A little later, certain remedial de-
fects were noted, and the men were required
to submit to operation. Later still, another
ruling took effect. He was more than pleased
to hear Colonel Starr say that these defectives
should not be operated upon. The profession
should be outspoken about that and "not at-
tempt to turn the Army into a curative estab-
lishment for defectives. He had been in many
camps in this country and had seen men op-
erated upon again and again to cure defects,
without result. Before attempting to recon-

struct defectives for active service, the avail-
able supply of men should be exhausted. The
general hospitals now were for the care of dis-
eases and injuries that had come upon men

after becoming part of the military force, and
the same thing should be true when they come
back again. Then, if ever, they would be liable
to complications of all sorts, and the hospitals
should be qualified to take care of them. The
hospital did not consist in equipment or capac-
ity, but in the personality of its staff. It was

not a collection of instruments and beds, but a

place where men were competent to take care

of the sick. It was easier to get equipment
than to get competent men. It had been said
that only in the special hospital did one find
such personnel. That might be true, but Major
Hornsby said that he had taken over three or
four hospitals, amounting to a capacity of 2000
beds. These would be used as general hos-
pitals, and it was expected that the trend of
the hospital would follow the capacity of the
men working in it. They would be great only
if associated with prominent medical men.

Major W. G. Erving said that this subject
of orthopedic war hospitals, introduced by
Lieut.-Colonel Starr, was a tremendous one.

Personally, he thought that there was no ques-
tion that the orthopedic hospital should be ab-
solutely separate. In England, experience had
shown that those orthopedic centers which were

doing the best work were those separated from
work of other kinds. Hospitals at Hammer-
smith and Leeds, which were entirely ortho-
pedic and which were equipped with 2000 beds,
were getting the best results. The next best
plan was an orthopedic center, united to the
general hospital only from an administrative
point of view. This was an economic advan-
tage; also, the services of specialists in va-

rious branches could be interchanged, without
any interference in the actual orthopedic work.
It was necessary for the orthopedic center to
take charge of many chronic cases; many
adjuncts would have to be called in,—such as

electrotherapy, the gymnasium, the curative
workshop,—which could be connected with the
center in colony form. The workshops neces-

sarily had to be very elaborate and compli-
cated and it would be impossible to have these
in a general hospital.

Major S. C. Baldwin, M.R.C., said that
there had not been much to do so far in the
general hospitals. They acted as distributing
centers and the orthopedic cases were sent on

to other places. Major Baldwin could not
agree that it was a good plan to have the work
of the orthopedic hospital in connection with
that of the general hospital, as the orthopedic
man would be put in as an assistant to the
general surgeon and his special value would be
lost. Naturally, in a general hospital, the gen-
eral surgeon would take all he could, and
would take everything unless the orthopedic
man happened to have a good deal of backbone
and insisted on taking all that belonged to him.
There had hardly been time as yet to work out
this point.

Lieut.-Colonel Starr said, in conclusion, that
he thought it would be a great disaster in this
country to use the orthopedic hospital as a

subsidiary to the general hospital. That seem-

ed to him to be the case of the tail wagging
the dog. The plan to put the orthopedic hos-
pital under the same administration as the gen-
eral hospital had its advantages and disadvan-
tages; the former being the chance to eo-
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operate with members of the staff in other
branches. There were also economic advan-
tages. In Canada the units were large separate
hospitals and the patient was under control of
the orthopedic man, except for questions of
discipline and administration, which the or-

thopedic surgeon was not concerned with.
Lieut.-Col. Starr said he sincerely hoped this
would be worked out so that the orthopedic
hospital would have its own staff, although he
felt that general surgeons had a just claim to
the work if they could do it as well as the or-

thopedic men. He had seen some of the best
work done by a general surgeon with only
short orthopedic training.
the special training battalion of the

twenty-sixth dp7ision.

This subject was presented by Captain Z. B.
Adams. This Battalion was established in
March, 1917, with the object of the reclamation
of as many men as possible by means of special
training. Many serious physical defects were

remedied and the men put into such physical
condition that they could perform some service
behind the line. It was found that 86% of
cases could be thus improved. Fourteen per
cent, of cases showed defects that entirely un-

fitted them for military service. Cases were

divided into four groups with regard to serious-
ness of the defect. The classification was: I,
men with faulty posture and slight pronation;
II, men with metatarsalgia ; III, men with acute
strain or contracted tendons, faulty posture
and back strain; IV, serious defects requiring
operation. The camp was in no sense a rest
camp. All work was done out of doors and
was of a military nature. The men were grad-
ually advanced through five companies, and the
fifth company did really hard work. Three
hundred and seventy-three cases had been un-

der training and in six weeks the battalion had
been able to return 88 men as fit to carry on

military duty and not likely to break down.

the value op casual detachment as tested

at camp cody.

This paper was presented by Captain E. R.
Rich. He said that the tendency was now to
turn from hospital treatment to camp training.
At first the man with flat feet was turned
over to the hospital and he was apt to pass the
good word along to his companions, so that the
hospitals were filled with men with flat feet. It

was found necessary, therefore, to deal with
these cases outside of the hospital. Since the
establishment of the first Casual Detachment
work in Mexico, 8 out of 11 camps had fol-
lowed suit. Such names as the "soldiers' sal-
vage school" and the "orthopedic-back-to-duty
class" had been bestowed on this work. The
object of the work was to build up weak struc-
tures which were the cause of static foot de-
fects.

It was found better to have a line officer to
maintain discipline, as he could do this better
than the medical officer. To give the best re-
sults the soldiers must be segregated. Military
habits were not relaxed in order that the men

might be impressed with the reality of war. The
work was made so hard and monotonous that
the men were glad to get back to line duty.
Class A were graduates for line duty and
Class B comprised the malingerers. These men

were put under such hard and intensive drill
that they were glad to get back to the line,
having first been compelled to sign the oath of
cure. There were four drills every morning,
six in the afternoon, and no difference was

made for Sundays. The officers were there to
restrain over-action in the few and to stimulate
action in the many. These methods had elimi-
nated the over-congestion in the hospitals and
had resulted in the return of 60% of the men

to the line. There was no doubt that ortho-
pedic methods in this war had helped ortho-
pedic surgery to win its spurs. One of the most
helpful of orthopedic measures was to be
found in the training of the Casual Detach-
ment.

(To be continued.)

Book Review.
The Practice of Pediatrics. By Charles Gil-$

more Kerley, M.D., Professor of Diseases of
Children, New York Polyclinic Medical
School and Hospital. Second edition, revised
and reset. Philadelphia and London: W. B.

Saunders Company, 1918.
Many changes have been made in this, the

second edition, of this well-known work. Many
new articles have been added and a number of
the chapters have been rewritten, while a great
deal of old material has been eliminated. This
book will continue to be, as it has been, most
useful to physicians, whether they are in general
practice or specialized in the Diseases of Chil-
dren.
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